A case of a giant right atrial diverticulum associated with neonatal supraventricular tachycardia is reported. The electrocardiogram in sinus rhythm showed pre-excitation that may have been caused by the right atrial diverticulum adhering to the right ventricle.
Congenital diverticulum or aneurysm of the right atrium is a very rare anomaly. Morrow et al reported the case of a 23 year old woman with a large congenital aneurysm of the right atrium that caused repeated attacks of supraventricular tachycardia and was successfully treated by surgical resection of the diverticulum.' A case of atrial tachycardia in a five month old infant caused by multiple congenital saccular aneurysms of the right and left atrium that was successfully treated surgically has also been reported.2 Aneurysms of the left atrium have also been reported to be associated with atrial arrhythmias.3 Our case was noticed prenatally, was subsequently diagnosed with cross sectional echocardiography, and was successfully treated with antiarrhythmic drugs. fig IB) .
Echocardiography, performed when supraventricular tachycardia first developed, showed a large diverticulum (fig 2) arising from the lateral right atrial wall and extending over the right ventricle to its apex. The wall of the diverticulum seemed to be trabeculated internally and to contract during the tachycardia. Strands of muscle tissue crossed the diverticulum. The right ventricular free wall was concave and it looked as if the right ventricle was being compressed by the diverticulum. However, the tricuspid valve measurements were within normal limits and there was no disturbance of Doppler flow patterns within the right ventricle. Contrast echocardiography performed through a peripheral venous line showed microbubbles entering the diverticulum where they seemed to persist and whirl about. A chest x ray showed a very prominent right atrial shadow. He was discharged home on flecainide and digoxin. During follow up for one year he thrived and had no recurrence of supraventricular tachycardia. His electrocardiogram continues to show type B Wolff-ParkinsonWhite syndrome. Repeated echocardiography and ventilation/perfusion scans showed no evidence of thrombus formation within the diverticulum or embolism to the lungs. tricle in our patient and that of Morrow and Behrendt seemed to be compressed by the diverticulum. However, in our patient Doppler study did not show any restriction of tricuspid valve inflow or right ventricular outflow. Most of the patients reported with aneurysms or diverticula of the left or right atria have had episodes of supraventricular tachycardia that have been stopped by excision of the aneurysms. The mechanism of the supraventricular tachycardia in these patients had been ascribed to either atrial ectopic tachycardia or atrial re-entry tachycardia. In contrast, our patient seemed to have ventricular pre-excitation, caused by the direct contact between the aneurysm and the ventricular surfaces. Ventricular pre-excitation has also been reported in patients with aneurysms of the coronary sinus or veins. The muscle bundles have been shown to run in the walls of these vessels and cross from atrium to ventricle, thus providing a pathway for ventricular pre-excitation. 45 This patient's arrhythmia was fairly easily controlled with digoxin and flecainide. However, it is likely that he will require surgical excision in the future to reduce the risk of thrombus formation and possibly to eliminate the ventricular pre-excitation that could result in rapid anterograde conduction during atrial fibrillation6; this would be more likely to occur with a large atrial cavity. 
